resection done on that side, going in on the right side, not on the left. The operator could dissect off that mucous membrane and get plenty of room, and then he did not think it would recur in its present condition.
Mr. HORSFORD asked whether Dr. Donelan had ever tried keeping the parts separate by such a simple device as a celluloid plate. He had found it to be very effective in such cases.
The PRESIDENT said he agreed with what Mr. Tilley said about submucous resection. He did not find patients tolerant of even such simple devices in the nose as celluloid plates, and he avoided them.
Dr. DONELAN, in reply, said a resection at first was impossible owing to the amount of bony obstruction that had to be cleared away. Though the patient was very plucky, even while the saw was being used, a general anesthetic had to be given, and the passage was cleared so that the operator's little finger, passed through the nostril, met the index of the other hand at the choana. So large a raw surface was left that submucous resection was then also impossible. For that reason he had moved the middle of the septum and used a splint, but as soon as the latter was removed cicatricial contraction closed the passage. He thought Mr. Tilley's suggestion a good one, and would endeavour to carry it out.
Chronic Suppuration in the Left Sphenoidal Sinus; Recovery. By HERBERT TILLEY, F.R.C.S. F. L., A WOMAN, aged 27, first consulted me early in 1903 for chronic nasal catarrh and headache. The headaches were frequent and severe, and chiefly fell on the left occipital region and rather to the left of the vertex. Nasal examination showed an appearance somewhat similar to unilateral atrophic rhinitis, except that the crusts which collected in the upper and posterior region of the nose did not possess the characteristic smell. Irrigation of the sphenoidal sinus caused pain over the occiput, and pus could be blown out of the sinus when a cannula was inserted. May, 1903 : I opened the sinus, removing as much of the anterior wall as possible; the middle turbinal was also removed. The patient obtained great relief from her symptoms and disappeared from my clinic. She returned again last autumn with a recurrence of her old symptoms, in addition to much mnental depression. I readmitted her into the hospital, and again opened up the sinus, which was filled with pus. The margins of the old opening were freely cut away, as also were the neighbouring posterior ethmoidal cells. Since the operation the margins of the opening into the sinus have been frequently cauterized with the galvano-cautery and strong nitrate of silver (100 grs. ad Zi) and for the past month there has been no tendency to cicatricial closure of the opening. Her symptoms are greatly but not entirely relieved-that is to say, she occasionally suffers from headaches, but of greatly diminished intensity, and the nasal discharge has practically ceased.
DISCUSSION.
Dr. WATSON WILLIAMS said in many such cases, even after free removal of the anterior wall of the sinus, the great trouble proved to be the tendency to gradual contraction of the opening from cicatrization, and his experience had been that if one also removed the anterior portion of the floor of the sinus it tended to overcome the difficulty more than anything else.
Mr. STUART-Low said he observed that there was a considerable amount of pus on the posterior wall and on the septum; and he doubted if the opening was in the sphenoidal sinus at all; it was too low down and too far forward. He considered that the opening had been bored into the remains of the ethmoid and not into the sphenoidal sinus. He took exception to the term "recovery" being applied to cases where purulent discharge was still visibly going on, as in this instance.
Dr. JOBSON HORNE said he was inclined to the same opinion as the previous speaker. The opening referred to did not appear to him (Dr. Jobson Horne) to be that of the sphenoidal sinus, although a probe passed into it might eventually lead into that sinus. As regards the use of the word "recovery" in the title of this case, he (Dr. Horne), speaking quite generally, had often been reminded by the exhibited results of treatment of accessory sinus disease, other than that of the antrum of Highmore, of the Irishman's definition of the grippe as "a disease from which one suffered for six months after one was cured."
Mr. CHICHELE NOURSE said it seemed perfectly clear to him that the cavity was the sphenoidal sinus. Certainly the aperture was rather low down, but it was in the anterior part of the body of the sphenoid bone. Pus appeared to be coming from the opening. In dealing with such cases he had found it very convenient to insert a small captive tampon, with silk attached, using equal parts of glycerine and glycerine of carbolic acid. That not only kept the aperture into the sinus open, but it tended to cause a more healthy condition of the lining membrane. The tampon was changed every two or three days. Mr. ROUGHTON said he suggested to Mr. Tilley that he should have a skiagram taken with the probe passed into the opening. The opening seemed to be in exactly the same position as one which was under his care, in which the skiagram showed that the probe passed into the sphenoidal sinus.
Dr. SCANES SPICER said he thought it was impossible at the present moment to say whether the opening seen led into the sphenoidal or not, since that sinus varied so much in size and the whole anatomy of the parts had been so modified by the thorough operation. The result was excellent on account of the great relief which had been given, and in spite of some exudation and crusting which nearly always persisted.
The PRESIDENT (Dr. Dundas Grant) considered it a very good result indeed. Those who had done several of those operations knew that the resultant aperture was not in the same position as the normal aperture of the sphenoidal sinus, but was lower down and external to where the normal aperture was. That was because the new tissue formed there contracted in such a way that it left an opening in a little different position.
Mr. HERBERT TILLEY, in reply, said that he had the advantage over his critics in that he had operated on the patient himself and had examined her many times. He performed the first operation on the sphenoidal sinus four years ago (removal of the middle turbinal and anterior wall of the sinus), and this gave her considerable relief from the headaches and purulent nasal discharge. She then ceased attending his clinic, and only returned last autumn, when she complained of severe occipital headaches, nasal discharge, and much mental depression; these were so severe as to entirely unfit her for domestic service.
She was readmitted into University College Hospital and the sinus freely reopened, as well as the adjoining posterior ethmoidal cells. The apparent low situation of the sinus aperture was due to two causes: (1) The anterior wall of the sinus was a very small one; (2) in order to make a larger opening than in the previous operation he had chiselled away a considerable portion of the solid floor of the sinus by means of a hammer and long chisel. The opening at the end of the operation would have easily admitted an ordinary lead pencil, and at a future meeting he hoped to bring a skiagram showing a probe passed through the artificial opening into the sinus cavity. Had Mr. Stuart-Low used the probe with which the patient was provided, he would have found that it was possible to pass it backwards about 1 in. beyond the sinus opening. The latter had remained at its present size about four weeks, and it had only been touched that afternoon with a wool-covered probe moistened with cocaine. What had been described as pus consisted only of crusts of mucus which had dried over and upon those cicatrices which were necessarily produced when large areas of the ethmoidal regions had been removed. Her former condition was one of utter misery, and if the adverse critics had seen her condition then and compared it with the present one, he did not think they would have raised the minor points which had been brought forward.
